measure the information was often collateral, and he did not think anything could be more important than the discovery of what might be called throat bacteria in aural discharges, as it showed that the throat must be dealt with before it was reasonable to expect a chronic aural suppuration to be successfully treated. With regard to the differentiation of acid-fast squames, he had no doubt that even from a superficial examination ample information of a cholesteatoma could be derived, provided that the discharge was taken near its exit from the antro-tympanic cavity, since acid-fast squames were in abundance at the meatus. His paper only touched the fringe of the subject, but perhaps it would stimulate further investigation. There was no reason why an intelligent investigation of aural discharges should not be of equal value as that of urine and sputum. Unfortunately none of the present works on cytological pathology dealt with the matter. He agreed with Dr. Milligan as to the usefulness of removing discharge by means of the platinum loop. But when the discharge was plentiful, and it could not be examined the same day, a pipette was very useful if it was sealed up at once. In answer to Dr. Kelson he had not been able to say that the diphtheria bacillus was present in acute suppurations. It was found in old chronic cases and in acute exacerbations, while diphtheroid bacilli were frequently found in the throat. Lateral Sinus Disease: Operation; Cure. By W. S. SYME, M.D. THE patient, a boy aged 6, was admitted into the Glasgow Ear, Nose and Throat Hospital, suffering from a small painless swelling behind the right ear and an otorrhaea of four weeks duration. The tympanic membrane was destroyed in the posterior part. His temperature and pulse were normal and there were no symptoms to cause anxiety. The case was looked upon as one of slow caries of the mastoid antrum and cells. The radical inastoid operation was performed on November 13, 1906. The antral cavity and mastoid cells were found to be turned into one cavity filled with carious debris, the posterior wall was destroyed, and the lateral sinus was exposed to a large extent. The wall of the sinus was covered with grey, sloughy-looking granulations, which bled easily when touched, and which were not otherwise interfered with. The operation was concluded in the usual way. The cavity was packed, but the incision was left open in view of the condition of the sinus wall. A partial facial paralysis followed this operation. For three days his condition was satisfactory, but on the evening of the fourth day his teinperature rose to 1020 F. Thereafter he had rises of temperature with remissions, but no actual rigors. Looking to the unhealthy state of the sinus wall, I was inclined to look upon the condition as one of toxaBmia rather than of actual septic thrombosis of the sinus. The cavity was therefore dressed daily with wet carbolic dressings. On November 24, as there was no improvement, I exposed the sinus more fully posteriorly, where the wall appeared healthy, and downwards towards the bulb, in which direction the grey and unhealthy appearance of the sinus still persisted. On slitting open the vessel it was found that for i in. in its long axis and for half the circumference the wall was thickened, and to the inner surface a firm, dark clot was adhering. On removing the packing between the bone and sinus, copious hoemorrhage occurred, but on controlling the upper part, the flow from the lower part was only of moderate amount and was easily checked. This, I considered, pointed to a thrombus lower down, partially obliterating the lumen. The sinus was packed. As after waiting thirty-six hours the temperature still pointed to septic absorption, I ligatured the internal jugular, which, however, was not thrombosed at the part exposed. The incision in the neck was sutured. The result of this procedure was an improvement in the patient's condition. The wound in the neck closed in a few days, but at the end of a week broke down and discharged a fair amount of pus for five weeks, when it slowly healed. The mastoid cavity took a long time to fill up, and the boy left the hospital after a stay of twelve weeks. At the present time the ear is quite dry.
There are one or two points of interest in this case to which I should like to direct attention. The mastoid disease developed in a most insidious manner without pain, and it was only the appearance of the small sWelling which excited suspicion. Yet by this time the bone had been extensively excavated, and looking to the condition of the sinus at this stage, he was evidently on the eve of a serious septic sinus thrombosis. Probably the course of events in the sinus was the following: The inflammation of the wall led to a slowly formed mural thrombosis at the affected part. For a time the actual ingress of organisms was resisted, but either from weakening of the wall or from the exposure of the granulations at the time of the mastoid operation, this resistance was overcome, and a secondary and infected thrombosis occurred in the lower part of the jugular bulb. It is worth noting that the early changes in the sinus occurred without fever, and that there was an absence of rigors even later, though this is not unusual in children. The internal jugular was tied only after the operation on the sinus -seemed to have failed to effect improvement. I say "seemed." because it is open to anyone to contend that sufficient time did not elapse between the two procedures.
The boy remained in a somewhat stupefied state for several days after the ligature of the jugular. The discharge of pus through the wound in the neck was, it seemed to me, the result of the breaking down of the clot in the sinus and upper part of the jugular, which found in this way a means of escape.
I regret that a bacteriological examination of the discharge from the ear was not obtained. Whatever the organism or organisms present, I am inclined to think we had to deal with a mild infective agent, and that this conduced to the successful issue.
DISCUSSION.
Mr. A. CHEATLE asked why the radical operation was done. There was evidently acute suppuration, and it seemed a pity to destroy the middle ear under those circumstances.
Dr. FITzGERALD PowELL said that the sinus was exposed at the operation, and asked why it was not thoroughly examined at the time.
A Case of Bezold's Mastoid Empyema which discharged into the Pharynx.
By W. S. SYME, M.D.
THE history of this case, a man aged 52, is that a purulent discharge from his tight ear, from which he had suffered for eleven weeks, had ceased three weeks before I saw him, but after its cessation a painful swelling appeared behind the ear and increased in size for two weeks, when suddenly he spat up a large quantity of pus, and pus also flowed from his nostrils. The swelling became smaller. Since then, however, it had again increased, and on examination it was not difficult to diagnose a Bezold's mastoid empyema. On looking into the throat pus could be seen trickling down the right side of the pharynx, but a detailed view of the naso-pharynx could not be obtained. Mentally the man was dull and lethargic. The walls of the meatus were so swollen that the condition of the membrane could not be determined. On operation the whole mastoid process was found to be excavated and the inner wall destroyed. The antrum was not in communication with the diseased part, and was therefore not opened into. The abscess in the soft
